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INTRODUCTION 

One  of  the  roles  of  the  review  coordinator  is  to  function 
as  a  vital  link  between  the  Professional  Standards  Review 
Organization  and  the  providers  of  care.  This  person  must 
communicate  with  medical  and  paramedical  personnel  in  the 
hospital,  diplomatically  obtain  the  data  from  them  and 
from  the  medical  records,  record  the  data,  and  submit 
reports  to  the  local  PSRO. 

The  review  coordinator  of  the  PSRO  will  work  closely  with 
the  social  services  department,   the  admissions  office,  the 
nursing  staff,  and  in  particular  with  the  hospital  Medical 
Records  Department.     The  discharge  analysts  iri  the  Medical 
Record  Department  are  accustomed  to  abstracting  data  from 
the  record  of  the  discharged  patient.     In  some  hospitals  - 
those  using  a  discharge  abstract  service  -  the  discharge 
analyst  will  already  be  able  to  gather  all,  or  most,  of  the 
elements  needed  for  reporting  to  the  PSRO.     In  others,  the 
Department  may  be  willing  to  collect  these  data,  given 
proper  guidance  by  the  review  coordinator. 
Since  the  cooperation  of  the  Medical  Records  Department 
is  crucial  to  timely,  accurate  data  collection,  the 
review  coordinator  should  quickly  establish  a  friendly 
working  relationship  with  the  Director  of  Medical  Records, 
whose  attitude  and  instruction  will,  in  turn,  determine 
the  relationship  with  the  clerical  staff. 

The  Medical  Records  Director  can  be  invaluable  in  establish- 
ing a  satisfactory  liaison  with  the  Medical  Staff  as  well. 
For  these  reasons  the  review  coordinator  should  assure 
that  the  Medical  Records  Department  is  involved  from  the 
beginning  in  setting  up  a  review  mechanism  within  the 


hospital.     To  assist  the  review  coordinator  in  his/her 
job,  this  manual  explains  needs  and  requirements  of  the 
PSRO  locally,  and  the  methods  of  achieving  these.  The 
manual  discusses  data  collection  and  uses  of  data,  and 
suggests  ways  one  can  work  effectively  with  the  hospital 
and  medical  staff.     It  also  gives  examples  of  situations 
in  which  the  review  coordinator  might  find  him/herself 
with  regard  to  particularly  complicated  medical  records 
or  an  especially  resistant  staff. 
Data  Collection  from  Hospital  Records 
1 . 1    History  of  Hospital  Data  Collection 

The  growing  need  of  payors,  governmental  agencies, 
accrediting  organizations,  planning  bodies  and 
others  for  patient  care  information  from  hospitals 
led  to  the  development  of  the  Uniform  Hospital 
Discharge  Data  Set   (UHDDS)    in  1971.     The  UHDDS  was 
designed  to  be  a  minimum  set  of  data,  uniformly 
defined,  capable  of  providing  to  all  users  basic 
and  comparable  information  on  all  hospital  discharges. 
The  UHDDS  was  thoroughly  and  successfully  field 
tested  in  a  demonstration  project  funded  by  DHEW. 
The  UHDDS  demonstration  showed  that  the  basic  data 
items  could  be  collected  routinely,  with  uniform 
definitions,  at  various  sites  by  different  data 
systems. 

It  should  be  noted  that  for  years  efforts  have  been 
underway  to  come  up  with  a  uniform  method  for  obtain- 
ing basic  hospital  discharge  data  to  service  multiple 
needs  for  such  information. 

Several  independent  organizations  have  provided  data 
analysis  utilizing  an  abstract  form  for  ten  years 
or  more.     Most  notable  is  the  PAS  (Professional 
Activity  Study)   of  the  Commission  on  Professional 
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and  Hospital  Activities  and  the  Hospital  Utilization 
Project  etc.     These  services,  and  others,  have  many 
common  elements,  though  some  specific  items  obtained 
vary.     Because  data  systems  were  not  adequately  uni- 
form and,   therefore,   not  easily  comparable,   the  Uniform 
Hospital  Discharge  Data  Set   (UHDDS)  was  developed. 
In  197  2  the  Uniform  Hospital  Abstract  Form 
Subcommittee  of  the  U.S.  National  Committee  on  Vital 
and  Health  Statistics  endorsed  the  minimum  basic 
data  set.     Minor  modifications  of  this  data  set  were 
made  in  1974  for  use  in  DHEW  programs. 
PSRO  HOSPITAL  DISCHARGE  DATA  SET  (PHDDS) 

To  meet  the  PSRO  need  for  data  on  all  Federal  hospital 
discharges,  the  PSRO  Hospital  Discharge  Data  Set  (PHDDS) 
has  been  defined.     Included  in  the  data  set  are  all  the 
data  items  of  the  Uniform  Hospital  Discharge  Data  Set 
(UDHHS) ,  which  will  be  "Part  A"  of  the  PHDDS.     This  will 
be  supplemented  by  a  recently  developed  limited  number  of 
PSRO-specif ic  data  items  which  have  evolved  from  PSRO  policy 
development.     This  will  be  required  on  applicable  Title 
V,  XVIII  and  XIX  patients  reviewed  by  PSROs  as  "Part  B" . 
2.1     Data  Collection  -  Part  A  (UHDDS) 

It  is  apparent  that  the  PAS,  HUP,  etc.  and  other 
present  and  proposed  systems  can  or  may  meet 
PSRO  needs  at  least  for  the  collection  of  UHDDS 
items.     These  are  prime  examples  of  the  development 
of  a  uniform  format  for  internal  purposes.     Not  all 
duplicate  collections  will  be  eliminated  until  such 
time  as  the  use  of  a  standard  format  becomes  universal. 
Some  hospitals  may  wish  to  retain  their  present 
systems.     This  may  be  done;  however,  they  are  required 
to  gather  the  UHDDS  data  in  addition,   if  necessary,  to 
comply  with  Federal  requirements. 
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The  long  range  goal  is  to  have  all  users  of  the 
UHDDS,   including  the  PSRO,   claim  payment  agencies, 
State  Cooperative  Health  Statistics  Systems, 
discharge  abstract  services,  and  planning  agencies 
receive  these  data  through  the  use  of  a  standard  form. 
This  would  substantially  reduce  the  data  collection 
efforts  within  a  hospital  and  provide  all  users  with 
consistent  compatible  data  to  be  combined  with  data 
from  other  sources  to  meet  total  data  needs.  For 
PSRO  purposes,  however,  depending  upon  delegation 
status,  PSROs  or  hospitals  will  be  required  to  collect 
the  UHDDS  elements. 

In  hospitals  not  using  a  discharge  abstract  system, 
the  remaining  data  of  the  PHDDS  and  the  optional  data 
selected  by  each  PSRO  will  be  collected  on  a  form 
to  be  developed  locally  by  the  PSRO  in  conjunction 
with  the  hospital  in  the  area. 
The  UHDDS  is  required  to  be  collected  for  all 
Titles  V,  XVIII  and  XIX  patients  regardless  of 
whether  the  cases  were  either  subjected  to  ad- 
mission and/or  continued  stay  review,  or  only 
reviewed  following  discharge.     The  latter  case 
would  most  commonly  occur  where  a  patient  is 
not  identified  as  a  Title  program  beneficiary 
until  after  discharge. 
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W  2.2     Data  Collection  -  Part  B  -  PSRO  Specific  Items 

Part  B  of  the  PHDDS  is  standardized  and  is  to  be 
collected  on  all  Title  V,  XVIII  and  XIX  patients 
subjected  to  admission  and/or  continued  stay  review. 
Only  two  of  the  Part  B  data  elements,  ADMISSION 
CERTIFICATION  PROCESS  and  TOTAL  DAYS  CERTIFIED  are 
collected  on  patients  reviewed  on  a  post  discharge 
basis . 

The  third  category  of  data,  optional  data  elements 
to  be  determined  by  the  local  PSRO,   is  variable 
and  periodic.     These  data  are  to  be  selected  locally 
to  respond  to  specific  needs  within  a  PSRO  area. 
The  fact  that  PSROs  require  flexibility  to  collect 
locally  determined  data  necessitates  specific 
instructions  to  the  review  coordinators  by  the  local 
PSRO. 
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3.        PSRO  HOSPITAL  DISCHARGE  DATA  SET  ELEMENTS  (PHDDS) 

The  PSROs  are  required  to  collect  elements  of  the  PHDDS 
for  all  Medicare,  Medicaid  and  Title  V  discharged 
patients,  according  to  the  definitions  below: 
The  PHDDS  is  divided  into  two  sections  which  have 
just  been  discussed. 

A.  Uniform  Hospital  Discharge  Data  Set  (UHDDS) 

B.  The  PSRO-specif ic  data  which  are  collected 
in  addition  to  the  data  from  UHDDS. 

Some  of  the  information  can  be  obtained  at  the  time  of  admis- 
sion,  some  concurrent  with  the  patient's  stay,  and  some  after 
discharge  from  a  completed  medical  record.     A  completed  medical 
record  is  one  which  has  been  signed  by  the  responsible  physician 
as  an  adequate  record  of  the  patient's  hospital  admission.  The 
two  sections  of  the  PHDDS  are  discussed  in  detail  below: 
3.1     Part  A  -  Uniform  Hospital  Discharge  Data  Set  (UHDDS) 
1 .       Person  Identification 

Each  admission  is  to  be  reported  by  the  patient's 
unique  Social  Security  number;   for  newborns  and 
children  not  having  a  Social  Security  number, 
but  covered  by  Medicaid,  the  recipient  ID  number 
is  to  be  used.      (A  unique  number  is  essential  to 
assure  record  linkage  for  multiple  admissions 
of  the  same  individual.) 

NOTE:     Those  hospitals  who  use  a  Social  Security 
numbering  system  for  the  patient  record 
number  will  have  assigned  a  pseudo-number 
or  a  substitute  number  to  the  newborns 
and  others  without  a  Social  Security 
number.     This  will  usually  be  a  nine 
digit  number  in  either  the  800-00-0000  or 
900-00-0000  series.     These  numbers  are 
not  to  be  used  in  lieu  of  the  recipient 
ID  number. 
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2.       Date  of  Birth 

The  month,  day  and  year  are  to  be  recorded  for 
each  patient.     The  month  comes  first,  then  the 
day  and  then  the  year.     There  are  usually  six 
digits  in  the  date  of  birth  designation  and  in 
all  other  dates  in  the  PHDDS. 

a.  When  the  exact  date  of  birth  is  known,  all 
three  elements  are  to  be  recorded,  e.g., 
birth  date:     October  3,   1921  would  be  coded 
as  10.03.21.     In  this  example  October  3  was 
given  as  the  day.     This  is  indicated  as  03 
in  coding  so  that  there  will  be  a  six  digit 
code . 

b.  When  the  day  of  birth  is  unknown,  month  and 
year  are  to  be  recorded  together  with  a 
suitable  indicator  that  the  day  of  birth  is 
unknown,  e.g.,  June  1934  could  be  coded  as 
06. XX. 34. 

c.  When  the  month  and  day  are  unknown  the  year 
is  to  be  recorded  with  suitable  indicators 
that  the  month  and  day  are  unknown,  e.g., 
1905  would  be  coded  as  XX. XX. 05 

d.  When  none  of  the  definitive  information 

on  the  date  of  birth  is  given,  an  estimate 
of  the  year  of  birth  should  be  provided. 
For  example,  if  the  coroner's  report  lists 
age  as  "approximately  45  years  old"  this 
would  be  recorded   (in  1975)   as  XX. XX. 30. 

3.  Sex 

Two  sex  classifications  only  are  to  be  used: 
Male 
Female 

In  the  cases  where  the  sex  is  indeterminate  an 
arbitrary  decision  will  have  to  be  made  as  to  the 
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sex  to  be  reported,  categorizing  the  patient 
either  as  male  or  female.     The  important  thing 
to  remember  is  that  that  the  PSRO  must  make 
a  local  determination  to  be  used  by  all  hospitals 
and  review  coordinators.     This  should  be  adhered 
to  throughout  the  area  as  the  way  patients  of 
indeterminate  sex  shall  be  reported. 

4 .  Race 

Race  is  to  be  categorized  as: 
White 
Black 
Other . 

a.  Race  is  to  be  determined  by  the  personal 
selection  of  the  respondent,  as  per  U.S. 
Census  procedures. 

b.  The  "Other"  category  in  the  UHDDS  data 
set  will  incldue  the  following  categories 


as  used  in  the  U.S.  Census. 

1. 

American  Indian 

2  . 

Japanese 

3. 

Chinese 

4. 

Filipino 

5. 

Hawaiian 

6. 

Korean 

7. 

Other  races 

In  line 

with  current  U.S.  Census  practices, 

Mexican  Americans  may  choose  any  of  the 
three  racial  categories,  i.e.,  "White", 
"Black"  or  "Other",   for  UHDDS  reporting. 


5 .  Residence 

The  five  digit  ZIP  code  of  the  patient's  current 
residence  is  to  be  recorded. 

NOTE:  The  "current"  residence  is  considered  the 
residence  at  the  time  of  admission  to  the 
hospital.     For  UHDDS  reporting  purposes, 
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the  census  tract  is  not  to  be  used  as  the 

residence  designation. 

The  address  should  appear  on  the  face 

sheet  or  admitting  slip  of  the  patient's 

medical  record. 
In  the  event  that  the  address  cannon  be  deter- 
mined, use  a  suitable  indicator  different  from 
the  numeric  ZIP  code,   such  as  XXXXX  to  note 
that  the  information  was  not  available. 

6 .  Hospital  Identification 

The  provider  number  assigned  by  the  Medicare 
program  and  used  by  Medicare  and  Medicaid  in 
the  hospital  certification  process  is  to  be 
used  as  the  hospital  identification  number. 

7 .  Admission  Date  and  Hour 

The  month,  day,  year  and  hour  of  admission  are 
to  be  recorded.     The  coding  of  month,  day  and 
year  is  to  be  consistent  with  the  formula 
explained  in  the  Date  of  Birth. 

For  the  hour  of  admission,  the  time  to  the  LAST 
COMPLETED  HOUR  is  to  be  calculated  using  the  24 
hour  time  system.     For  example: 

1  A.M.   =  "01" 
1  P.M.  =  "13" 
Midnight    =  "00" 
12:01  A.M.   =  "00" 
For  a  patient  admitted  at  11:45  in  the  evening 
the  hour  would  be  recorded  as  "23". 

8 .  Discharge  Date 

The  month,  day  and  year  of  discharge  are  to  be 
recorded.     Coding  of  month,  day  and  year  are 
according  to  the  formula  in  Date  of  Birth. 
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9 .  Attending  Physician 

This  is  the  physician  primarily  responsible  for 
the  care  of  the  patient  from  the  beginning  of 
the  hospital  episode.     Each  physician  is  to  be 
assigned  a  unique  number  within  the  hospital 
which  distinguishes  him  from  all  other  physicians 
in  that  hospital.     For  PSRO  purposes,   this  number 
is  to  be  his/her  own  Social  Security  number. 
In  determining  the  physician  primarily 
responsible,  the  following  criteria  apply: 

a.  If  a  patient  has  a  private  attending 
physician  who  arranged  for  his  care  therein, 
this  physician  is  normally  considered  to  be 
the  attending  physician  in  the  hospital. 

b.  If  the  patient  does  not  have  a  private 
physician,   the  physician  primarily  respon- 
sible in  the  hospital  is  a  staff  member 

to  whom  the  patient  is  assigned 
and  for  whose  care  he/she  is  legally 
responsible.     It  should  be  noted  that  the 
admitting  physician  might  not  necessarily 
satisfy  the  above  criteria. 

10 .  Operating  Physician 

This  is  the  physician  who  performed  the 
principal  procedure.     Ths  physician  is  to  be 
identified  by  his/her  unique  Social  Security 
number.     This  may  or  may  not  be  the  same 
physician  who  is  listed  above  as  the  attending 
physician. 

11 .  Diagnoses   (Principal  and  Other) 

All  diagnoses  affecting  the  current  stay  are 
to  be  recorded.     For  purposes  of  coding 
diagnoses,  either  ICDA-8  or  H-ICDA-2  must  be 
used  • 
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a.  Principal  Diagnosis 

The  principal  diagnosis  should  be  desig- 
nated by  the  attending  physician,  and  is 
defined  as:     the  condition  established 
after  study  to  be  chiefly  responsible  for 
occasioning  the  admission  of  the  patient 
to  the  hospital  for  care. 

b.  Other  Diagnoses 

Other  diagnoses  to  be  listed  are: 
All  conditions  that  co-exist  at  the  time 
of  admission,  or  develop  subsequently, 
which  affect  the  treatment  received  and/or 
the  length  of  stay.     Diagnoses  that  relate 
to  an  earlier  episode  or  incidental  con- 
ditions, which,   in  the  opinion  of  the 
physician  have  no  bearing  on  this  hospital 
stay,  are  to  be  excluded. 
NOTE:     Some  examples  clarifying  these 

concepts  of  principal  diagnoses 

are  as  follows: 

1.     A  30  year  old  diabetic  patient 
was  admitted  to  the  hospital 
for  purpose  of  undergoing  oral 
surgery.     Admission  was  ordered 
for  fear  of  a  hypoglycemic 
reaction  to  the  excision  of  an 
impacted  wisdom  tooth.  Accord- 
ingly, the  following  would  apply 
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1 

Codes 

Principal  ICDA-8  H-ICDA-2 

Diagnosis 

Impacted  wisdom        520.6  520.6 
tooth 

Other  Diagnoses 

Diabetes  mellitus  250  250 
The  important  thing  to  remember 
is  that  this  diabetes  was,  pre- 
sumably, controlled  as  an  out- 
patient. He  would  not  have  been 
admitted  to  the  hospital  had  he 
not  had  an  impacted  tooth. 

2 .  A  50  year  old  patient  was  admitted 
to  the  hospital  in  respiratory 
distress,  which  was  later  diagnosed 
as  pleurobronchopneumonia .  Five 
days  after  admission  the  patient 
fell  and  suffered  a  closed  frac- 
ture of  the  upper  end  of  the  femur, 
which  resulted  in  extended 
hospitalization.     The  following 
would  apply: 

Codes 

Principal  ICDA-8  H-ICDA-2 

Diagnosis 

Pleurobroncho-  4  85  485 

pneumonia 

Other  Diagnoses 
Closed  fracture 

of  neck  of  femur        820.4  820.0 

3.  The  admitting  diagnosis  or  the 
working  diagnosis  to  which  a  Length 
of  Stay   (LOS)  was  assigned  on 
admission  may  not  be  the  principal 
diagnosis  upon  discharge.  For 
example : 
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A  60  year  old  man  was  admitted  to 
the  hospital  with  a  diagnosis  of 
partial  intestinal  obstruction. 
Upon  work-up  and  subsequent 
operation,  the  patient  was  dis- 
covered to  have  an  advanced 
adenocarcinoma  of  the  sigmoid 
colon  and  iron  deficiency  anemia. 
The  following  would  apply: 

Codes 

Principal  ICDA-8  H-ICDA-2 

Diagnosis 

Adenocarcinoma  of    153.3  153.4 
the  sigmoid  colon 

Other  Diagnoses 

Partial  obstruc-      560.9  560.8 

tion  due  to 

above 

Iron  deficiency        280  280.0 
anemia  due  to 
chronic  blood 
loss 

(See  Page  31  Specific  Problems  - 
Diagnosis  for    further  elaboration. 

Special  considerations  for  recording  diagnoses 

are  as  follows: 

a.       Cause  of  Death.     The  cause  of  death  would 
not  be  recorded  as  the  principal  diagnosis 
unless  it  satisfied  the  criteria  for  the 
principal  diagnosis  explaining  admission. 
In  the  event  that  the  cause  of  death  is 
not  the  principal  diagnosis,  the  cause  of 
death  would  be  recorded  under  "Other 
Diagnoses . " 
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b.  Fetal  Death.     Information  on  fetal  death 
is  to  be  coded  on  the  mother ' s  abstract 
under  "Other  Diagnoses"  even  if  a 
separate  abstract  for  fetal  wastage  is 
prepared  for  local  use.     The  outcome  of 
pregnancy  is  listed  as  the  "Principal 
Diagnosis. " 

c.  For  UHDDS  reporting  purposes,   the  External 
Cause  of  Injury  or  "E"  codes  should  not  be 
included.     Code  the  specific  trauma  without 
indicating  means  by  which  obtained  unless 
it  is  included  in  the  actual  diagnosis. 

12.     Procedure   (Principal  and  Other) 

a.       All  procedures  and  operations  performed  in 
operating  rooms  are  to  be  recorded  with  the 
dates.     In  addition,  all  other  significant 
procedures  are  to  be  recorded,  together 
with  the  dates. 

Definition  of  a  Significant  Procedure 

A  significant  procedure  is  one  which 
carries  an  operative  or  anesthetic 
risk,  or  requires  highly  trained 
personnel  or  special  facilities  or 
equipment.     Some  examples  of  such 
procedures  are: 

Cardiac  catheterization 
-  Angiography 
Endoscopy 
Encephalography 
Renal  Dialysis 
Exchange  Transfusion 
Super  Voltage  Radiation  Therapy 
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NOTE:     In  some  hospitals  special  proce- 
dures such  as  cardiocatheterization , 
angiography,  casting,  etc.  are  done 
in  procedure  rooms  which  are  not  part 
of  the  operating  suite.  These 
procedures  should  be  recorded  also. 

b.  When  more  than  one  procedure  is  recorded, 
the  principal  procedure  and  date  (month, 
day  and  year)  on  which  it  was  performed 

is  to  be  listed  first.     If  only  one  proce- 
dure was  performed,  it  is  the  principal 
procedure.     In  determining  which  01  several 
procedures  is  the  principal,  the  following 
criteria  apply: 

1.  The  principal  procedure  is  one  which 
was  performed  for  definitive  treatment 
rather  than  one  performed  for  diagnostic 
or  exploratory  purposes,  or  was 
necessary  to  take  care  of  a  complication. 

2.  The  principal  procedure  is  that 
procedure  most  related  to  the  principal 
diagnosis . 

NOTE:     If  the  principal  procedure  begins 
before  midnight  and  continues  past 
midnight,  count  the  day  the  procedure 
began  as  the  date. 

c.  For  purposes  of  coding  procedures  and 
operations,  either  ICDA-8  or  H-ICDA-2  must 
be  used.     For  example: 
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Codes 

Procedures  ICDA-8  H-ICDA-2 

Cystotomy  56.0  62.0 

Ent erotomy  47.0  46.0 

Uterine  suspension,     70.7  72.6 
vaginal  approach 

If  only  one  procedure  is  performed  it  will 

be  the  principal  procedure.     For  example: 

A  twenty-one  year  old  female  was 

discharged  with  a  principal  diagnosis 

of  sterility.     A  salpingography  was 

performed  on  the  second  day  of 

hospitalization.     It  was  the  only 

procedure  performed. 

Codes 

Principal  ICDA-8  H-ICDA-2 

Procedure 

Salpingography  A9.4  98.8 

If  two  or  more  major  procedures  are 
performed  and  are  related  to  the  principal 
diagnosis,  the  determination  as  to  the 
principal  procedure  must  be  made  by  the 
attending  physician.     However,  if  one  of 
the  major  procedures  is  not  related  to  the 
principal  diagnosis,  then  the  one  which  is 
related  would  be  chosen. 

(See  page  23:  Specific  Problems  -  Operations 
and  Procedures  for  further  elaboration.) 
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a.  Transferred  to  another  short  term  general  hospital 

b.  Discharged  or  transferred  to  a  skilled  nursing 
facility  (SNF) 

c.  Discharged  or  transferred  to  an  intermediate 
care  facility  (ICF) 

d.  Discharged  or  transferred  to  another  institution 

e.  Discharged  to  home  or  self -care  (routine 
discharge) 

f.  Discharged  to  home  under  care  of  an  organized 
home  health  service. 

g.  Left  against  medical  advice   (LAMA)    (thxs  will 
include  patients  who  abscond,  or  leave  without 
signing  an  LAMA  sheet) . 

h.  Died. 

NOTE:     Under   (b)   and   (c)   above,   if  a  patient  is 

transferred  to  a  skilled  nursing  facility  or 
an  intermediate  care  facility,  or  another 
level  of  care,  which  is  part  of  the  same  in- 
stitution,  this  is  still  counted  as  a  discharge 
or  transfer  from  the  acute  level  of  care. 
14 .     Expected  Principal  Source  of  Payment 

When  there  is  more  than  one  potential  source  of 
payment,  the  category  chosen  will  represent  the 
anticipated  source  of  payment  for  the  major 
portion  of  the  hospital  bill. 
The  following  are  the  categories  to  be  used: 

a.  Self-Pay 

b.  Workmen's  Compensation 

c.  Medicare 

d.  Medicaid 

e.  Title  V 

f.  Other  Government  Payments   (e.g.,  CHAMPUS) 

g.  Blue  Cross 
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h.  Insurance  Company   (this  is  to  include  all 
commercial  insurance  companies;  Blue  Cross 
is  to  be  listed  under  a  separate  category 
(g)  above) 

i.  No  charge   (free,  charity,  special  research 
or  teaching  when  the  patient  is  not  charged) 

j.       Other   (e.g.,  relative,  friend). 
3.2     Part  B  -  PSRO  Specific  Items 

In  collecting  the  "P"  elements  of  the  PHDDS,  the 
following  conditions  apply: 

If  a  Federal  patient  is  reviewed  within  two  (2) 
working  days  of  admission,  all  "P"  data  elements  are 
to  be  recorded  and  the  initial  review  is  considered  to 
be  for  admission  certification  purposes 

If  a  Federal  patient  is  not  reviewed  within  two 
working  days  of  admission  but  at  some  point  prior  to 
discharge,   the  review  is  considered  to  be  a  continued 
stay  review,  and  the  following  data  items  are  collected 
Admission  Certification  Process  -  Concurrent 
admission  review:  not  performed. 
Total  Number  of  Days  Certified 
Total  Number  of  Reviews  Referred  to  Physician 
Advisor 

Total  Number  of  Extensions  Approved 

Extension  Denial 
If  a  Federal  patient  record  is  not  reviewed  until 
after  discharge,  only  the  following  Part  B  data  items 
are  collected: 

Admission  Certification  Process  -  Concurrent 

admission  review:  not  performed. 

Total  Number  of  Days  Certified. 
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15 .     Number  of  Days  Assigned  at  Admission 

Record  the  number  of  days   (00-99)  of  hospital 
stay  certified  at  admission.     To  determine  this 
number,  start  counting  from  the  date  of  the 
patient's  admission  to  the  hospital. 
In  some  instances  where  the  admitting  diagnosis 
or  condition  is  not  clear,  additional  reviews 
are  conducted  to  allow  time  for  resolution  of 
the  patient's  condition.     In  these  instances: 
If,  during  additional  review,  a  diagnosis 
is  established  and  a  length-of-stay  is 
certified  based  on  the  diagnosis,  record 
the  number  of  days  certified  using  the 
admission  date  as  the  initial  day  of  the 
period. 

If  no  diagnosis  is  established  during  the 
additional  reviews  conducted  at  frequent 
short   (e.g.,  two-or-three-day)  intervals 
throughout  the  patient's  stay,  record 
the  number  of  days  between  admission  and 
the  first  continued  stay  review  date. 
If  a  continued  stay  review  date  is  assigned, 
the  admission  is  considered  certified. 
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16 .     Admission  Certification  Process 

Indicate  the  admission  review  procedure  used 

and  the  outcome : 

Pre-admission  review:     certification  granted 

Concurrent  admission  review:  certification 

granted 

Concurrent  admission  review:  certification 

denied 

Concurrent  admission  review:  not  performed. 

17 .  Basis  for  Assignment  of  Initial  Lenqth-of-Stay 

Indicate  if  PSRO-approved  standards  and  norms 
were  used  to  predict  the  expected  length-of- 
stay  for  this  patient  at  admission  certification. 
Usually,  patients  with  unclear  or  multiple 
diagnoses  will  be  assigned  a  review  or  certifi- 
cation date  by  some  method  other  than  such  norms 
or  standards,  and  would  be  reported  in  this  item 
as  not  having  these  norms  and  standards  applied. 

18 .  Admission  Certification  Level  of  Review 

Indicate  if  the  patient's  admission  was  certified 
by  the  review  coordinator   (i.e.,  the  first  level 
of  review) .     If  the  admission  was  referred  to  a 
physician  advisor   (or  a  physician  committee  ful- 
filling this  function)   for  an  admission  certifi- 
cation decision,  this  level  of  review  should  be 
indicated.     Count  as  referrals  only  cases  in 
which  the  physician  advisor  made  the  decision 
to  certify  or  not;  do  not  count  as  referrals 
cases  involving  consultation  between  the  review 
coordinator  and  physician  advisor  for  purposes 
of  clarifying  criteria,  etc.     This  item  will  be 
completed  both  for  cases  in  which  admission 
certification  was  granted  and  those  where 
admission  certification  was  denied  by  the 
physician  advisor. 
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In  the  case  where  additional  reviews  are  con- 
ducted for  patients  with  unclear  diagnoses, 
physician  advisor  review  is  to  be  indicated 
if  the  physician  was  involved  in  any  of  the 
review  steps. 

19 .  Total  Number  of  Days  Certified 

Record  the  total  number  of  days  of  hospital 
stay   (00-99)   certified  at  all  reviews,  includ- 
ing admission  certification  and  any  subsequent 
reviews  for  the  patient.     This  number  includes 
all  days  of  stay  certified  regardless  of  whether 
the  days  were  actually  used  by  the  patient. 
This  number  will  also  include  the  number  of  days 
between  admission  and  admission  certification. 
Not  to  be  included  are  "grace  period"  days, 
which  are  days  of  patient  stay  following  certi- 
fication expiration.     These  are  determined  by 
the  Fiscal  Intermediary  and  are  statutorily 
permitted  so  that  the  patient  and/or  physician 
can  make  satisfactory  arrangements  for  discharge, 
and  are  reimbursable.     Further,  days  between 
admission  and  denial  of  admission  certification 
are  not  considered  certified  days. 

20.  Total  Number  of  Reviews  Referred  to  Physician  Advisor 

Record  the  total  number   (0-9)   of  reviews  referred 
to  a  physician  advisor   (or  physician  committee 
fulfilling  this  function)   for  a  decision  to 
certify  admission  and  for  all  subsequent  exten- 
sions for  this  patient.     This  includes  certifica- 
tions both  granted  and  denied  by  the  physician 
advisor.     If  more  than  one  physician   (or  committee) 
reviewed  an  admission  or  extension  request,  it 
should  be  counted  as  one  review  for  this  item. 
In  all  cases,  because  an  admission  is  considered 
certified  with  the  assignment  of  a  continued  stay 
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review  date,  physician  advisor  involvement  in 
any  review  beyond  the  initial  review  would  be 
considered  additional  reviews. 

21 .  Total  Number  of  Extensions  Approved 

Record  the  total  number   (0-9)  of  extensions  of 
hospital  stay  beyond  the  stay  initially  certi- 
fied at  admission  which  were  approved  by  the 
review  coordinator  and/or  physician  advisor  for 
this  patient. 

22 .  Extension  Denial 

Indicate  if  any  extensions  of  hospital  stay 
beyond  the  stay  certified  at  admission  were 
denied  by  the  physician  advisor,  physician 
committee,  or  PSRO  for  this  patient.  Admission 
certification  denials  are  not  included.  A 
request  for  an  extension  for  a  certain  number 
of  days  which  is  partially  granted   (that  is, 
an  extension  for  a  lesser  number  of  days  is 
approved)   is  not  counted  as  an  extension  denial 
for  this  item.     A  request  for  an  extension  which 
is  initially  denied  but  is  approved  after  recon- 
sideration,  is  not  counted  as  an  extension  denial. 
It  is  instead,  recorded  as  an  approved  extension. 
4.       COMMON  CODING  PROBLEMS 

This  section  poses  a  number  of  situations  which  might  occur  in 
the  determination  of  principal  diagnoses  and  principal  proce- 
dures.    The  diagnoses,  procedures  and  codes   (using  the  coding 
systems  the  review  coordinators  will  encounter  in  their  hospitals) 
should  be  filled  in.     The  answers  and  explanations  will  be  found 
in  Appendix  A. 

4 . 1     Specific  Problems  -  Diagnosis 

a.       Conditions  Discovered  by  Accident  Affecting 
Hospital  Stay 

1.       A  58  year  old  male  was  admitted  to  the  hospital 
with  prostatic  hypertrophy  to  have  a  prostatic 
resection.     The  EKG  on  admission  showed  myo- 
cardial ischemia  and  his  surgery  was  postponed 
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until  an  adequate  work  up  could  be  done.  A 

cardiologist  cleared  the  patient  for  surgery, 

but  he  developed  a  myocardial  infarction 

postoperatively  which  prolonged  his  stay  14  days. 

Codes 
ICDA-8  H-ICDA-2 

Principal  Diagnosis 

Other  Diagnoses 

2.      A  47  year  old  female  was  admitted  with  a 

fractured  pelvis,  multiple  facial  lacerations 
and  a  ruptured  spleen  due  to  an  automobile 
accident.     The  spleen  was  removed  and  the  facial 
lacerations  repaired  and  she  was  taken  to  the 
Orthopedic  floor.     Routine  lab  work  done  on 
admission  revealed  possible  diabetes,  which 
had  not  previously  been  diagnosed.     One  day 
postoperatively  she  went  into  diabetic  coma, 
recovered  consciousness,  improved  and  was 
discharged  one  month  later. 

Codes 
ICDA-8  H-ICDA-2 

Principal  Diagnosis 

Other  Diagnoses 

b.       Co-existing  Conditions  Not  Affecting  Hospital  Stay 
1.       A  30  year  old  female  was  admitted  to  the 

hospital  in  active  labor.     She  delivered  a  term 
male  and  had  a  tubal  ligation  done  for  multi- 
parity.     In  her  prenatal  history  was  a  notation 
that  the  patient  had  severe  migraine  headaches. 
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The  patient  had  no  problem  with  this  while  she 
was  in  the  hospital  and  she  was  discharged 
on  the  fifth  hospital  day. 

Codes 
ICDA-8  H-ICDA-2 

Principal  Diagnosis 

2.      A  10  year  old  male  was  admitted  for  a  repair 
of  the  axillary  artery  after  impaling  his 
arm  on  an  iron  fence.     The  patient  was  taken 
to  the  operating  room  and  the  axillary  artery 
repaired.     Post  operative  physical  examination 
revealed  a  right  inguinal  hernia.     His  mother 
declined  surgery  for  this  at  the  time.  The 
patient  was  discharged  with  no  further  mention 
of  the  inguinal  hernia. 

Codes 
ICDA-8  H-ICDA-2 

Principal  Diagnosis 

Other  Diagnoses 

4 . 2    Specific  Problems  -  Operations  and  Procedures 

1.      A  67  year  old  male  was  admitted  with  severe  headaches 
of  undetermined  cause.     The  patient  showed  signs  of 
a  space-occupying  lesion  on  X-ray  and  a  pneumoencephal- 
ogram  was  performed.     No  lesion  was  identified  and 
the  patient  signed  himself  out  before  further  studies 
could  be  done. 

Codes 
ICDA-8  H-ICDA-2 

Principal  Procedure 
Other  Procedures 
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A  31  year  old  female  was  admitted  for  control  of 
menometrorrhagia.     She  had  a  D  &  C  and  was  scheduled 
for  discharge  when  a  chest  X-ray  reported  a  "coin 
lesion  of  the  right  lower  lobe" .     The  patient  remained 
in  the  hospital  and  subsequently  underwent  a  pneumon- 
ectomy . 

Codes 
ICDA-8  H-ICDA-2 

Principal  Procedure 

Other  Procedures 

A  48  year  old  male  was  admitted  in  delirium  tremens. 
It  was  noted  that  the  patient  was  also  extremely  short 
of  breath.     The  patient  had  had  a  heart  murmur  since 
childhood  due  to  rheumatic  fever.     As  the  D.Ts.  were 
controlled  a  cardiologist  recommended  a  cardiac 
catheterization.     The  patient  was  transferred  to 
Cardiology  and  a  catheterization  done  prior  to 
discharge. 

Codes 
ICDA-8  H-ICDA-2 

Principal  Procedure 


Other  Procedures 


4.      A  three  year  old  female  was  admitted  after  a  two 
story  fall  from  a  burning  apartment.     She  had  an 
open,  comminuted  fracture  of  the  left  humerus,  a 
depressed  parietal  skull  fracture  and  multiple  other 
injuries,  including  third  degree  burns  of  the  thorax. 
The  fracture  was  reduced  and  a  pin  inserted,  parietal 
bone  fragments  were  elevated,  and  the  burns  debrided. 
The  patient  developed  overwhelming  septicemia  and 
died. 

Codes 
ICDA-8  H-ICDA-2 

Principal  Diagnosis 
Principal  Procedure 
Other  Procedures 
See  Appendix  A  for  correct  answers. 
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5.       SOURCES  OF  INFORMATION  FOR  DATA  COLLECTION 

The  sources  listed  are  the  most  common  places  data  may  be 
recorded.     The  individual  hospital  may,  however,  have 
additional  sources.     The  Medical  Records  Director  and  others 
in  the  Medical  Records  Department  have  the  most  complete 
knowledge  of  where  data  can  be  located  in  the  medical 
record  and  will  be  able  to  assist  the  review  coordinator 
should  sources  listed  prove  inadequate. 
The  sources  are  listed  in  the  order  of  data  elements 
(beginning  page  7)   for  the  PHDDS. 
A  -  1.        Person  Identification 

Primary  Source  Secondary  Sources 

The  medical  record  adminis- 
trative form  called 
variously: 

Front  Sheet 
Summary  Sheet 
Administrative  Form 
Identification  Sheet 
Medicare  Form 
2  .       Date  of  Birth 
Primary  Source 
Same  as  #1  above. 

3 .  Sex 

Primary  Source 
Same  as  #1. 


Secondary  Sources 
For  newborn  infants, 
may  be  located  on 
mother's  labor  record, 
birth  certificate. 

Secondary  Sources 
Physician's  narrative 
history  usually 
designates  "male"  or 
"female".  Nurse's 
admitting  note. 
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Part  A 
4. 


10. 


UHDDS 
Race 

Primary  Source 
Same  as  #1  and  #2. 
Residence 
Primary  Source 
Same  as  #1  and  #2 
Hospital  Identification 
Primary  Source 
Controller's  Office 
Admission  Date  and  Hour 
Primary  Source 
Same  as  #1 


Discharge  Date 
Primary  Source 
Same  as  #1 


Attending  Physician 
Primary  Source 
Same  as  #1 


Operating  Physician 
Primary  Source 
Same  as  #1  and 
Operative  report 


Secondary  Sources 


Secondary  Sources 


Secondary  Sources 
Billing  Department 

Secondary  Sources 

Emergency  Room  Record 

Emergency  Room  Log 

Clinic  Log 

Admission  Log 

Data  Processing  Census 

Nurses'  Daily  Census  Report 


Secondary  Sources 

Last  Nurse's  Note 
Last  Progress  Note 
Discharge  Summary 
Death  Certificate 


Secondary  Sources 

Discharge  Summary 
Death  Certificate 
Physician's  Transfer 

Notice 
Ask  Medical  Records 

for  Assistance 


Secondary  Sources 

Anesthesia  Report 

Pre-  and  Post-Operative 

Progress  Notes 
Special  Procedures  Form 
Recovery  Room  Record 
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11.     Diagnosis  -  Principal 
and  Other 


and  medical 
summaries  into 
separate  pages. 
In  this  case,  go 
to  the  medical 
summary;  other- 
wise, go  to  the 
"front"  sheet 
where  both 
administrative 
data  and  principal 
and  secondary  diagnoses 
are  listed.  For 
other  diagnoses 
and  to  determine 
which  is  prin- 
cipal diagnosis, 

one  will  have 

to  read  the 

admitting 

history  and 

confer  with  the 

physician  if 

it  is  not  clear. 


Primary  Source 
Same  as  #1 

Note:     Some  hospitals 


separate  the 
administrative 


Secondary  Sources 
Operative  Report 
Pathology  Report 
Autopsy  Report 


Death  Certificate 
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12 


13 


14 


Procedures  -  Principal 
and  Other 

Primary  Source 

Same  as  #1 

Operative  report 


Disposition  of 
Patient 

Primary  Source 
Same  as  #1 
Transfer  Summary 

Expected  Source 
of  Payment 

Primary  Source 

Same  as  #1 


Secondary  Sources 
Anesthesia  Record 
Pre-  and  post- 
operative Reports 
Recovery  Room  Record 
Special  Procedure  Form 
X-ray  and  othe:: 
reports  of 
angiography ,  etc . 


Secondary  Sources 
Last  Progress  Notes 
Discharge  Summary 


Secondary  Sources 
Billing  Office 
Insurance  Claim  Form 


Sources  for  the  "P"  items  will  vary  and  include  review  coor- 
dinator worksheets,  review  coordinator  logs,   special  forms 
in  the  medical  record,  etc. 


-  30  - 


6.  SUMMARY 

The  review  coordinator's  job  is  an  important  one  in  that 
he/she  is  the  principal  liaison  between  the  hospital  and 
the  local  PSRO.     The  attitudes  of  the  hospital  personnel 
will  be  influenced  by  the  way  the  review  coordinator 
accomplishes  the  job  he/she  is  supposed  to  do. 
In  some  hospitals  the  Medical  Records  Department  will  do 
the  abstracting  necessary  for  the  reporting  to  the  PSRO. 
In  these  cases  the  review  coordinator's  role  may  simply 
be  that  of  instructing  the  discharge  analysis  clerks  in 
the  needs  of  the  PSRO  and  providing  guidance  in  abstract 
completion. 

In  others  the  review  coordinators  will  find  that  they  must 
take  a  more  active  role.     This  will  usually  depend  on  the 
sophistication  of  the  hospital  and/or  its  willingness  to 
provide  personnel  for  a  function  it  may  not  see  as  a 
responsibility  of  the  institution. 

To  verify  the  coding  and  abstracting,  the  review  coordina- 
tor may  obtain  assistance  from  the  Director  of  Medical 
Records.     On  the  other  hand,  the  review  coordinator  may 
find  that  he/she  wishes  to  get  into  disease  and  operation 
coding  in  more  depth.     There  are  three  manuals  which  will 
be  of  great  assistance  in  this:     ICDA-8  Coding  Handbook, 
1968,  U.S.  Public  Health  Service;  Manual  for  the  PAS 
System,  Commission  on  Professional  and  Hospital  Activities, 
Ann  Arbor,  Michigan;   and  The  Blue  Cross  Manual,  Blue  Cross 
Association. 

All  have  instructions  in  coding  and  abstracting  based  on 
their  own  systems. 
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The  review  coordinator  will,  by  the  way  he/she  does 
his/her  job,  affect  the  future  of  health  care  in  the 
United  States.     The  data  the  coordinators  obtain  will  be 
analyzed  by  planning  and  governmental  agencies.  The 
results  will  point  to  ways  health  care  should  be  rendered. 
Each  code  recorded  will  be  an  infinitesimal  bit  of  data, 
but  the  accuracy  of  this  code  is  important.     The  review 
coordinator  should  remember  the  importance  of  the  data 
collection  as  he/she  does  his/her  daily  work. 
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APPENDIX  A 


APPENDIX  A 


ANSWERS  TO  COMMON  CODING  PROBLEMS 


4 . 1    Specific  Problems  -  Diagnosis 

a.       Conditions  Discovered  by  Accident  Affecting 
Hospital  Stay 

1.  Principal  Diagnosis  Codes 

ICDA-8  H-ICDA-2 

Prostatic  hypertrophy 

benign  600  600 

Other  Diagnosis 

Myocardial  infarction      410.9  410.0 
Note:  While  the  length  of  stay  was  longer  for  the 

infarction,  the  primary  reason  he  was  admitted 
was  for  the  prostatic  surgery. 

2.  Principal  Diagnosis  Codes 

ICDA-8  H-ICDA-2 

Fracture  pelvis, 

closed  808.0  808.6 

Other  Diagnoses 
Diabetes  mellitus 

with  coma  250.0  250.1 

Ruptured  spleen  86  5  865.0 

Multiple  facial 

lacerations  873.7  873.7 

Note:   In  the  case  just  cited,   the  admitting  diagnosis 
which  is  the  most  complicated  and  requires  the 
longest  length  of  stay  should  be  chosen.     Had  the 
fractured  pelvis  not  occurred,   the  ruptured  spleen 
would  be  chosen  as  the  principal  diagnosis. 
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Note 


Note 


APPENDIX  A 

b.       Co-existing  Conditions  Not  Affecting 
Hospital  Stay 

1.  Principal  Diagnosis  Codes 

 ~   ICDA-8  H-ICDA-2 

Term  pregnancy, 

intrauterine  delivery  650  650 

Other  Diagnoses 

Multiparity  Y86A 

Do  not  include  migraine  headache  under 
other  diagnoses  since  no  symptoms  manifested 
themselves  while  she  was  hospitalized  and 
she  was  given  no  treatment  for  this. 
ICDA-8  does  not  provide  a  code  for 
multi-parity.     The  only  recourse  is  to 
leave  the  space  blank. 

2.  Principal  Diagnosis  Codes 

ICDA-8  H-ICDA-2 

Traumatic  laceration, 

L.   axillary  artery  995.3  903.0 

Other  Diagnoses 

None 

Do  not  use  458.9,   Rupture  of  blood  vessel, 
NOS,   in  ICDA-8,   since  trauma  is  specified 
as  the  cause. 

The  attending  physician  would  probably  record 
the  hernia  since  it  was  observed  on  this 
admission.     The  hernia  would  not  be  recorded 
for  PHDDS  purposes  since  it  did  not  affect 
the  treatment  received  or  the  length  of  stay. 
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4- 2     Specific  Problems  -  Operations  and  Procedures 

1.  Principal  Procedure  Codes 
 E   ICDA-8  H-ICDA-2 

Pneumoencephalogram  A8 . 0  98.0 

Other  Procedures 

None 

2 .  Principal  Procedure 

D  &  C  70.3  69.0 

Other  Procedures 

Right  pneumonectomy  34.4  33.4 

Note:  The  principal  diagnosis  is  the  condition  established 
as  the  cause  of  admission.     Co-existing  conditions 
come  under  "other  diagnoses"    (p.   10  ) .     The  principal 
procedure  is  that  procedure  most  related  to  the 
principal  diagnosis   (p.   10) . 

3.     Principal  Diagnosis  „  , 
 c  -   Codes 

ICDA-8  H-ICDA-2 
Delirium  tremens  291.0  302.0 

Other  Diagnoses 

Alcoholism,   chronic  303.2  313.2 

Mitral  stenosis  due  to  rheumatic 

fever,   inactive  394.0  394.0 

Principal  Procedure 

Cardiac  catheterization  30.2  93.3 

Note:  The  only  procedure  performed  is  the  principal 

procedure,  even  though  it  is  not  related  to  the 
principal  diagnosis. 
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III  III  111  III  111  111  111  111  111  HI  II II 

3  flD15  Dooms 

ID  4 

4 .       Principal  Diagnosis 

Burn  confined  to  trunk, 
complicated 

Principal  Procedure 

Debridement  of  3°  burns 
of  thorax 

Other  Procedure 

Elevation  parietal  bone 
fragments 

Open  reduction,  L. 
humerus  with  insertion 
of  pin 


Codes 
ICDA-8  H-ICDA-2 

942.8  942.8 


92.1 


02.0 


84.  3 


88.  4 


02.  0 


79.  3 


Note:   In  this  case  the  review  coordinator  uses  judgement. 

Any  of  the  diagnoses  could  be  chosen  as  the  principal 
diagnoses  since  all  would  have  necessitated  an 
admission  to  the  hospital.     Since  some  of  these 
were  life-threatening,  one  of  these  would  be 
chosen.     In  this  case,   the  principal  diagnosis 
should  be  the  one  that  ultimately  led  to  death 
if  this  can  be  determined.     The  septicemia 
probably  resulted  from  the  burns. 
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